Prostatic cysts are usually small. They are associated with benign prostatic hyperplasia (BPH) and are not uncommonly seen on transrectal ultrasound scan as an incidental finding. These cystic lesions are thought to represent a combination of obstruction of the prostatic ducts as well as atrophy, both I of which are factors present in BPH. We present a cas~of bladder outflow obstruction initially thought to be a routine BPH obstruction but later found to be the result of a cystic lesion.
CASE HISTORY
A 50-year-old man presented with a 6 month history of frequency and nocturia. There was also the symptom of intermittent poor flow. often aggravated by a full bladder. On digital rectal examination, the prostate was thought to be a 45 g benign gland.
As part of the routine investigation, transrectal ultrasound scan (TRUS) was performed. This showed a cystic lesion measuring 1.6 X 1.8 ern lying just anterior to the urethra, at the level of the bladder neck (Figure 1) . At the time, this was thought most likely to be an ectopic sphincteric ureterocele. The rest of the prostate gland showed a very mild degree of benign prostatic hyperplasia with no evidence of malignancy. The seminal vesicles appeared normal. Residual urine was 100 mL. Following the initial VCMG, TRUS-guided puncture of the cyst was performed with aspiration of 9 ml, of straw-coloured fluid. A repeat VCMG was carried out immediately after to reassess the effect of the cyst on outflow obstruction. On this second urodynamic test, the detrusor pressure (at maximum flow) dropped to 32 em H 2 0 with the peak flow measuring 20 mlls. Fluoroscopy also confirmed the relief of prostatic obstruction (Figures 2a and b) . The patient voided to completion.
Renal ultrasound was performed. This failed to show any evidence of a non-functioning dysplastic renal upper moiety which would have supported the initial impression of an ectopic ureterocele. Both kidneys were entirely normal.
As refilling of the cyst would be expected with recurrent symptoms, operative resection was carried out 2 weeks later. At cystourethroscopy, the cyst had already partially refilled and there was a very large cyst occupying most of the left lateral lobe of the prostate. A peculiar swelling of the verumontanum was also noted. X-ray contrast was injected into the prostatic cyst. Subsequent imaging showed no communication of the cyst with an ectopic ureter. Transurethral resection of the cyst and the slightly enlarged lateral lobes was then performed. When the top of the abnormal verumontanal swelling was resected, a large stone emerged, sitting within the opening of the utriculus masculinus; this separate finding was thought unrelated to the prostate cyst. Histological examination showed benign prostatic hyperplasia only. 
COMMENT
Cystic lesions associated with benign prostatic hyperplasia usually measure 2-6 mm 1. Larger cysts include dilated utricles, which are thought to be embryological remnants of an incompletely regressed Mullerian duct system. They can easily be recognized by their midline location. In our case, the position of the lesion made it unlikely to be anything other than a prostatic cyst, its size resulting in bladder outflow obstruction.
To our knowledge, this is the first reported case in which intraprostatic cyst accounted entirely for bladder outflow obstruction.
